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SUMMARY

This paper sets to establish the level of awareness of antenatal care, the timing of
antenatal clinic visits, the level of utilisation of maternal health care, to identify the
main service providers, and existing barriers to the utilisation of maternal health care
in Teso District. Data and information collected in Teso District between the year 2000
and 2001 is used. Descriptive statistics are the main tools of data analysis. The results
obtained indicate that most respondents in the study area are aware of the importance
of antenatal care, the majority seek antenatal care but late in pregnancy and make
very few antenatal visits, and that most of the childbirths take place at home mainly
because of lack of access to institutionalised care; quick means of transport, inability
to meet user charges and associated costs, the availability of cheap and more accessible
alternative care providers such as traditional birth attendants (TBAs), and the poor
quality of services offered at the local health facilities. The traditional birth attendants
and nurse/midwives are the main providers of maternal health care. The obstacles to
utilisation of maternal health care are manifold. The major constraints are
unavailability and inaccessibility of health facilities, poverty, exorbitant user charges
and associated costs, and poor services offered at the local health facilities. Reducing
or removing these obstacles would result in increased utilisation of maternal health
care in the study area.

[Afr J Health Sci. 2004; 11: 21-32]

Introduction

The importance of provision and utilisation of
maternal health care in enhancing child survival
and reducing maternal morbidity and mortality has
long been recognised [1, 2, 3, 4, 5]. Many scholars
consider health care services as being very
important in determining the overall mortality
levels in developing countries. This importance
has been illustrated by case studies of China,
Kerala State of India, Sri Lanka and Costa Rica [6,
7 1. In the recent past a number of studies have
investigated the relationship between use of
maternal and child health care and child survival.
Nag (1985) indicated that greater access and
utilisation of health facilities in Kerala State in
India was the most important factor that placed
Kerala in a better mortality position in comparison
with West Bengal in India [8].

The 1985 United Nations comparative study of
effects of socio-economic factors on child
mortality in Nigeria and Peru (the only two
countries that had appropriate data on health care)
indicated that both access and utilisation of health
services were positively associated with child
survival [9]. Other studies show that the use of
health services is positively associated with child
survival [10, 11, 12, 13]. Ewbank and Gribble
(1993) argued that the provision and utilisation of
health services was one of the factors closely
associated with the decline in infant and child
mortality in sub-Saharan Africa [14]. A study
carried out in Addis Ababa, Ethiopia, in 1981-83
indicate that maternal mortality for women who
had received antenatal care was significantly
lowered than that for women who had not received
any antenatal care.
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The study found a maternal mortality rate of 2.4
per 1000 for women who had received antenatal
care as compared with 6.2 per 1000 for those who
had not received antenatal care. These figures
exclude abortion deaths. The study also found that
most of the maternal deaths occurred at home
either during childbirth or immediately after
childbirth [15]. In Zambia, a study conducted in
1982-83 in the University Teaching Hospital of
Lusaka found that maternal mortality in Lusaka
was closely associated with health care provider
and utilisation deficiencies, lack of antenatal care,
unwanted pregnancies, home deliveries and low
economic status [16].

A study carried out in rural Bangladesh found
that most of the childbirths took place at home and
that most of the maternal deaths occurred among
the mothers who delivered at home. The study also
found that obstructed labour was the most common
cause of maternal death and very few of the
women with obstructed labour and none of the
eclampsia cases received any antenatal medical
care [17].

Maternal and child health care can be
categorised as care provided before, during and
after a woman gives birth. The health care that a
mother receives before childbirth consists of
regular periodic check-up of the pregnancy, advice
on the appropriate diet, treatment of any pregnancy
related complications, and tetanus injection to
prevent neonatal tetanus which has been shown to
be a major cause of infant deaths in developing
countries such as Kenya [18 ]. The World Health
Organisation recommends that all women receive
two toxoid injections during the first pregnancy, a
third dose to 12 months later or during their next
pregnancy, a fourth dose at least a year later or
during the subsequent pregnancy, and a fifth dose
taken at least one year later or during the
subsequent pregnancy. This fifth dose is thought to
provide lifelong protection [19]. This group of
health care constitutes antenatal care. However, the
number of antenatal care visits which have impact
on maternal, perinatal and neonatal survival has
been a subject of controversy, many believing the
critical number may be as few as four [20].

Antenatal care provides a variety of preventive
interventions for pregnant mothers. These include
tetanus immunisations, nutrition education, and
counselling about their plans for delivery and

postpartum family planning. In Kenya, as in many
other sub-Saharan countries, antenatal -clinics
provide prophylaxis against malaria and anaemia,
which are important pregnancy complications,
especially in the proposed study district [21, 22].
Attendance of antenatal clinics also allows women
who have known risks to be identified and
monitored, and subsequently, referred for delivery
care to the appropriate health facility. Pre-existing
and new medical problems such as malaria,
anaemia and syphilis can also be detected and
managed during antenatal visits. It is also during
such visits that service providers can develop
rapport with women, making them more likely to
seek assistance during labour and delivery [23].

The number and timing of antenatal care visits
are considered important to preventing adverse
pregnancy outcome [24].  Antenatal care is
considered most effective if the visits are started
early during the pregnancy and continue at regular
intervals through the pregnancy. It is generally
recommended that antenatal care visits be made
monthly for the first seven months, fortnightly in
the 8th month and then weekly until delivery. If
this visit is made at the third month of pregnancy,
this schedule translates to a total of about twelve to
thirteen visits [25].

Studies indicate that most non-abortion
maternal deaths occur around the time of labour
and delivery or within the few hours after birth
[26, 27]. Many potentially fatal complications
occur about this time not only to high risk women
but also to women who do not fall into the
traditional high risk groups and are therefore
difficult to predict or prevent. Studies in Kenya
indicate that the majority of non-abortion maternal
deaths are due to direct obstetric causes such as
haemorrhage, obstructed labour and puerperal
complications, especially sepsis.  The large
number of maternal deaths resulting from direct
obstetric causes have been attributed to the limited
health facilities serving a large number of clients
and to the long distance the majority of expectant
mothers have to travel to reach the nearest
maternity facility [28], and to the shortcomings in
the health service [29, 30, 31].

In Kenya, the majority of mothers deliver their
babies at home often without medical supervision
[32]. It has also been found that most of the
maternal deaths in Kenya occur among mothers
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who deliver at home or /and stay away from health
facilities [20]. In such cases, access to services
where obstetric complications can be managed is
essential in preventing maternal deaths. While in
many situations, the majority of births occur at
home, prompt recognition and referral of the
women who experience complication can save
lives. Attendance by medically trained persons
during labour and delivery can facilitate such
referral or management and treatment of such
complications.

Maternal health after delivery (post-natal care)
includes both preventive and curative medical care.
Post-natal care for mothers includes examination
of her nutritional status, treatment for anaemia, and
advice on-diet, childcare, breastfeeding, weaning
and family planning. The major preventive care is
the immunisation of the children against major
childhood diseases (TB, diphtheria, poliomyelitis,
whooping cough, and measles). Curative care
involves the detection of illness, the selection of
the type of treatment the child receives, the timing
of seeking treatment, and the effectiveness of the
selected treatment. Thus, utilisation of maternal
care can significantly reduce puerperal sepsis,
which has been found to be one of the major
causes of maternal deaths in Kenya [26, 20].

Since 1967, the Kenya government has been
promoting an integrated MCH/FP programme with
the twin objective of enhancing the welfare of both
mothers and children and reducing fertility and
thus checking the rapid population growth. The
MCH component of the programme has been, by
and large, successful though there are significant
regional variations in the utilisation of the MCH
services in the country, with a majority (over 65
per cent) of expectant mothers having home
deliveries attended by traditional birth -attendants
or their relatives.

In the literature a number of factors have been
cited to affect utilisation of maternal health care.
Stewart and Sommerfelt, using the DHS I data for
Bolivia, Egypt and Kenya, found that the use of
maternal health care (tetanus toxoid immunisation,
delivery services) are influenced by a myriad of
social, cultural and economic factors [29]. They
found that the use of maternal health care was
positively and significantly associated with urban
residence and education. Utban and educated
wormen were more likely to use antenatal care than

rural and uneducated women. Similarly, women
whose husbands had no education were less likely
than those whose husbands were educated to use
maternal health. Surprisingly, household wealth
was positively and significantly associated with the
use of maternal health. In Bolivia women who had
never used family planning were less likely to be
attended at delivery by medical personnel. In
Bolivia and Egypt children of such mothers were
also at increased risk of not receiving prenatal care.

Maternal age and parity have also been
examined as determinants of maternal health use,
although the relationships demonstrated have not
always been consistent [29, 30, 31]. For example,
Stewart and Sommerfelt found that it was only in
Kenya that maternal age was significantly
associated with prenatal care [29]. Complications
during labour and delivery are thought to have an
effect on service use [32], and previous exposure
to or experience with modern health services may
have an impact as well [30]. ‘

The results obtained in the 1993 and 1998
KDHS indicate that women aged 35 years or older
were much more likely than younger women to
deliver at home. The study also found that women
who received antenatal care from a clinic were
more likely to deliver at a health facility than
women who did not have such a contact. Age of
the mother and birth order of the child was closely
associated with choice of place and service
provider. Older women, and women who already
had many children were more likely to receive no
assistance at delivery. First births and births of
younger women were more likely to be delivered
at health facility under medical supervision.
Educational differentials exist in antenatal care.
Educated women are depicted as being more likely
than their uneducated mothers to use antenatal
care. Urban women are depicted as being more
likely than rural women to use antenatal care.
Similarly, there are notable differences in antenatal
care on the basis of current province of residence.
Mothers residing in Coast, Nairobi, Rift Valley
provinces were more likely to use antenatal care
than women residing in other provinces covered
during the survey. The two surveys indicate
significant regional variation in the percentage of
children delivered at home with Western province
having the highest percentage (73 %) of the births
delivered at home [28].
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Studies carried elsewhere have found similar
results. For example, in Nepal, the age of the
mother and her parity have also been found to
affect the use of maternal health services. Women
of middle age (25-34 years) are more likely to use
the services than the younger and older women.
Younger women are more restricted in household
decisions: lack of autonomy hinders them from
seeking and using maternal health services.
Furthermore, younger women have fewer children
and are less need of maternal health services. Older
women are more traditional and want to keep with
traditional modes of health care and also tend to
distrust modern medicine [33].

Service utilisation does not occur in a
vacuum. Availability of services, including both
physical and social access, and the cost and quality
of care are important factors that influence the
decision to seek care [31,34]. Distance to the
nearest health facility was found to be one of the
major determinants of institutionalised delivery use
in Asia [33, 35). For example, Niruala in 1994
found that in Nepal, people who were close to the
roads where a health facility was located were
more likely to use health services than people who
were far away [33].

Fear, particularly among women with limited
exposure to the world outside their homes, has
been indicated in the literature as an important
factor in determining choice of place of delivery
and type of assistance at delivery [36, 37,38]. For
instance, a study carried out in India found that
despite easy access to health facilities, 94 per cent
of the Utter Pradesh births were delivered at home
and attended by untrained personnel (mostly
relatives and friends). Even the Utter Pradesh
women who lived in Delhi chose home more often
as the best locale for a delivery. The preference for
home and attendance of close relatives and friends
among the Utter Pradesh women was mainly
attributed to fear of the unfamiliar hospital or
health facility environment and personnel. The
Utter Pradesh women have very limited exposure
to the world outside their homes, most of them are
poor, uneducated and have low status in the
society. The second reason given for reluctance to
deliver in hospital was the sheer physical
inconvenience associated with hospital delivery.
The actual costs incurred could be prohibitive to
the average person, leave alone the poor village

woman. These costs include transport expense to
the hospital, charges for delivery and any drugs
used. The additional cost includes the need for
efficient help to run the home and make daily trips
to the health facility with food and necessities for
the new mother and baby [36].

In some communities, such as the Tamacheq
of Mali, childbirth is an extremely private affair
that should only be attended by very close female
relatives. Expectant mothers would prefer to die
than to expose themselves to male health workers
during labour and childbirth at health facility. As a
result of this profound fear and the fact that
childbirth is a private affair, among other factors,
expectant mothers deliver their babies at home
under the care of their very close female relatives
[38].

Traditional beliefs and old-fashioned ideas
about modern medicine have been cited in the
literature as some of the reasons for none-use or
low use of maternal health care services in some
rural communities [39,40,7, 38]. However, some
scholars have discounted such explanations [19,
41, 42, 43, 44, 45]. The studies of these scholars
indicate that it is not the traditional beliefs but
rather often the services are inadequate and
insensitive and that service providers fail to
communicate with the clients. For example,
women living in a Moroccan slum resorted to
traditional medicine not out superstition or failure
on their part but rather as result of lack of a better
alternative [42]. Young (1981) found that poor
and uneducated Mexican villagers were aware of
the benefits of modern medicine, but most often
they do not utilise modern health services because
the services are inaccessible [41].

A recent study in a rural areas of Nigeria found
that in addition to the above factors, hostility
between TBAs and midwives were a constraint to
use of maternal care services [43]. Similarly, a
recent study in Zimbabwe indicates inadequate
facilities and poor services were the major
problems identified by women that influenced
them not to seek care from the rural health centres
(RHC). The RHC lacked emergency transport,
had inadequate facilities for dealing with
pregnancy complications, there was no food after
consultations or delivery, some nurses were
inconsiderate and there were always delays in
being served [23]. In fact, shortcomings of health
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services such as the shortages of drugs and/or
trained personnel and careless handling of patients
have been found to significant contributory factors
of maternal deaths in many developing countries
44,45, 46].

Research Problem

Although maternal health services have been
provided in the country since the 1960s, little is
known about their level of utilisation in Teso
district, which was recently created from the old
Busia district. All the recent national demographic
and health surveys did not cover this district.
Neither was it covered when it was part of the old
Busia district. There is lack of information on the
coverage of maternal health care in the district. In
particular, no information is available on the
overall coverage of antenatal care and the
percentage of deliveries attended by trained health
personnel. Equally, lacking is the information
regarding how the health service factors such as
access affect utilisation of maternal health care in
the District.

The 1998 Kenya Demographic Survey results
shows that a large number of births in the Western
province (73 per cent), in which Teso district falls,
took place at home yet for 92 per cent of the births
their mothers had received antenatal care from
medical personnel [28]. A study carried out in the
old Busia district in the early 1980s indicates that
in spite of existence of modern health facilities, the
majority of births in the district took place at home
without professional assistance. The factors
responsible for this state of affairs are yet to be
identified. This study focuses on antenatal care
and where and in whose care women in Teso
District deliver their children.

The lack of information on coverage, patterns
and determinants of variation in use of maternal
health care services hampers effective health
planning, selection and development of corrective
interventions in the district. = Therefore, the
findings of this study should help health planners,
policy makers and program managers develop
service delivery strategies that are responsive to
the health needs of all expectant mothers, in
particular, target women who may be currently left
out by the existing maternal health care programs.
Improvement of the delivery and utilisation of
these programs will not only significantly

contribute to the improvement of the welfare of
women and their children but also to a reduction in
maternal morbidity and mortality in the district.
Available statistics indicate that maternal mortality
for Teso District is very high; the study carried out
in 1996 estimated maternal mortality rate for both
Busia and Teso districts at 1000.3 per 100,000 live
births [20]. Furthermore, the study will, to some
degree, establish the extent of implementation of
maternal health programs in the district.

Objectives
The objectives of this paper are:
e To establish the level of awareness of
antenatal care,
e To establish the timing of ante natal
clinic visits.
e To establish the level of utilisation of
maternal health care.
e To identify the main service
providers.
s To identify some of the barriers to the
utilisation of maternal health care.

Methodology

Source of data

This paper uses the data and information collected
in a study carried out in Teso District between the
year 2000 and 2001. Three surveys were carried
out, two of them focusing on women in the
reproductive age and the other was a health facility
survey. The main survey covered 1200 women
selected using stratified random sampling
procedure. The main survey covered four locations
in Amukura Division and three locations in
Amagoro Division. Kotur, Aremit and Akoreet
locations were covered in Amukura Division
whereas in Amagoro Division, Kocholya, Kokare,
Okuleu and Amagoro locations were covered. The
other survey on women was a follow-up, covering
only 213 women who reported during the main
survey that they were pregnant. The questionnaires
used in these surveys had both closed and opened
questions.

The health facility survey covered 5 health
facilities in the study area. [t sought to establish the
strengths and weaknesses of the health facilities in
the area. It used a detailed questionnaire that was
similar in many respects to the one used in the
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1999 Kenya Service Provision Assessment [47].
In-depth interviews with purposively selected
health personnel were also held at each facility.
The project also collected information from all the
traditional birth attendants in all the locations that
were covered in the study. In total 14 focus group
discussion sessions were held with 109 traditional
births attendants in the seven study locations.

Data analysis

Simple percentages and cross-tabulations are the
major tools of data analysis. Qualitative
information is analysed descriptively, paying
attention to the issues and matters that were
mentioned by the majority of the informants and
capturing any unique experiences reported.

Results

Awareness of antenatal care
The level of awareness of antenatal care among the
study population was fairly high. The majority
(98%) of the 1200 respondents were aware of
antenatal care. About 62 per cent of the
respondents correctly defined antenatal care as
health care given to expectant mothers during
pregnancy. The level of awareness of antenatal
care did not vary according to the respondent’s
age, education, marita]l status and location of
residence. The majority of the respondents were
aware of the importance of attending antenatal
clinic. Respondents identified five main functions
or roles of attending antenatal clinic as follows:
e Detecting risk factors in the expectant
mother
Treating any diseases/infections
¢ Enabling mothers to get advice on
diet/nutrition
¢ Enabling mothers get immunised against
tetanus infection
¢ Monitoring the progress of the
pregnancy

The most frequently mentioned role of attending
of antenatal clinic was that it enabled the expectant
mother to get immunised against tetanus infection.
This was mentioned by 73 per cent of all the
respondents. The least mentioned role was that
attendance of antenatal clinic assists in monitoring
of the progress of the pregnancy. Only 24 per cent

of all the respondents mentioned all the four roles
or functions of attending antenatal clinic.

Approval of attendance of antenatal clinic
The results obtained indicate that the vast majority
of the respondents approve of attendance of
antenatal clinic. 99 per cent of them approved of
the attendance of antenatal clinic. This high level
of approval is evident in all age groups, levels of
educational attainment, marital status and locations
of residence.

Similarly, the results indicate that most husbands
/ partners approved of the attendance of antenatal
clinic by their spouses. About 91 per cent of all
the respondents indicate that their husband/
partners approved of attendance of antenatal clinic.
However, there were slight variations in the level
of spousal approval by location. On the average,
husbands in Amagoro, Akoreet and Kocholya
locations were slightly less likely to approve the
attendance of antenatal clinic by their spouses.
Husbands in Okuleu, Aremit, Kokare and Kotur
locations were slightly more likely to approve the
attendance of ante clinic by their spouses. These
results indicate that most husbands/partners
encouraged their spouses to attend antenatal clinic.
About 80 per cent of all the respondents indicated
that their husband/ partners encouraged them to
attend antenatal clinic whether they were
expectant. These results suggest that husbands in
Amagoro, Akoreet, Aremit, Kotur and Kocholya
locations were slightly less likely to encourage
their wives to attend antenatal clinic. On the other
hand husbands in Okuleu and Kokare locations
were slightly more likely to encourage their
spouses to attend antenatal clinic.

Level of utilisation of maternal health care
Tetanus toxoid injection coverage

These results indicate a high coverage of tetanus
immunisation among the study population. Nearly
96 per cent of the 1170 respondents received
tetanus injection during their previous pregnancy.
There were no significant variation in the uptake of
tetanus injection by age, location and marital
status. However, the more educated mothers were
more likely to have a tetanus injection than the no
or less educated ones.

Antenatal check-ups
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The results obtained indicate that most expectant
women in the study area do go for antenatal check-
ups. 86 per cent of the 1200 respondents had an
antenatal check-up in their previous pregnancy or
current pregnancy. However, they sought antenatal
late in their pregnancy. About 14 per cent of the
1170 respondents who had a previous pregnancy
did not have an antenatal check-up. As in the case
of tetanus injection, no significant variations were
apparent in relation to age, education and marital
status. There were significant variations by
location. Women in Kotur location were depicted
as less likely to go for antenatal check-ups. Only
56 per cent of them sought antenatal check-up
during their previous pregnancy.

Source of antenatal care

Nurse / midwife and TBAs were the main
providers of antenatal care in the study area. The
majority of respondents (65%) obtained their
antenatal care from nurse / midwife and 24 % of
them obtained their care from TBAs. Doctors
provided antenatal care for only 8.7 per cent of the
respondents. There were no significant variations
according the respondents’ age and education in
the choice of antenatal care provider were
apparent. However, there were variations in the
choice of providers on the basis of location.
Women resident in Amagoro and Kocholya
locations were more likely to seek antenatal care
from a doctor. Women in Okuleu location were
more likely to consult a TBA for antenatal care.

The timing and number of antenatal visits

Antenatal care can be more effective in preventing
adverse pregnancy outcome when it is sought early
in the pregnancy, i.e. during the first three months
of the pregnancy, and continues regularly until
delivery. Respondents were asked ‘How many
months of pregnancy were you when you first saw
someone for antenatal check on the pregnancy?
The vast majority (67%) of the 1170 respondents
made their first antenatal visit during the second
trimester of their pregnancy. A sizeable percentage
(20.4 %) made the first visit during the third
trimester. The respondents who made their ante
natal visits late cited lack of health facilities in the
neighbourhood, lack of money to meet user
charges and travel costs, doubts about the efficacy
of modern ante natal care and high opportunity

cost as the main reasons for not going the ante
natal clinic early in the pregnancy.

Information regarding the number of antenatal
visits was collected only during the follow-up
survey. Only 165 of the 213 respondents indicated
the number of visits they made during their most
recent pregnancy. On the basis of this information,
the average number of antenatal visits among the
study population is 4.31 and ranged from a
minimum of one to a maximum of eleven, with a
standard deviation of 2.59. The mode was 3 visits
and the median number of antenatal visits was 4.0,
which far fewer than the recommended number of
12 antenatal clinic visits. 9.4 per cent of the 165
respondents made only one antenatal clinic visit,
about 32.5 per cent made 2-3 visits and 58.1 per
cent made at least 4 ante natal visits.

These results suggest that the majority of the
expectant women in the study area do not seek
antenatal care early in their pregnancy and make
on the average 4 ante natal visits which are one
third of the recommended number of ante natal
visits. This makes difficult for the maximum
benefits of antenatal care to be realised.

Place of delivery

The results indicate that the majority (76%) of the
1170 respondents delivered at home. Only 24 per
cent of the respondents delivered their babies in a
health. In general, young women were more likely
to deliver at a health facility than the older women.
Similarly, the more educated were more likely to
deliver in a health facility. Similarly, women who
had more contacts with the health facilities in
terms of the number of antenatal clinic visits were
more likely to deliver in a health facility than the
women who have less or no ante natal clinic visits.
Variation in the type of place of delivery was
clearly evident in relation to the location of
residence. Slightly over half of all the mothers in
Amagoro location delivered at a health facility.
Okuleu, Kokare and Kotur locations also had
slightly high percentages of women who delivered
in a health facility. Aremit and Akoreet locations
were really worse off.

Access to health facility was mentioned as the
main factor in the choice of place of delivery.
Modern health services were either not available or
were not accessible to the majority of the study
population. Hence most of the child deliveries
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took place at home. Many of the respondents
discussed the problems local people encountered in
seeking maternity and other health services. The
problems included lack of ambulances, lack of
quick public transport, lack of maternity clinics in
the neighbourhood, lack of trained traditional birth
attendants, long travel distance to nearest maternity
clinic, and impassable rural access roads during the
rain season. Among the 1200 respondents, the
average travel distance to nearing health facility
that offered both antenatal and delivery care was
10.2 kilometres. Lack of access to health facilities
is a common problem in study area and
neighbouring districts [48]. Access was further
constrained by lack money and transportation.
Except for Amagoro, all the other locations

covered in this study were poorly serviced by
public transport. Most women who delivered at
home gave these as the main reasons for not going
to the health facilities. Another reason for
delivering at home mentioned by the majority of
respondents was inability to meet the expensive
user charges and associated costs, the low quality
of service offered at the local health facilities, most
local facilities do not provide water and food to in-
patients and the availability and accessibility of
cheap and compassionate ftraditional birth
attendants.

At the time of the study there were nine health
facilities providing maternal health care in the
study area. In the sampled locations the situation
was as summarised in Table 1 below.

Table 1: Distribution of health facilities, TBAs and female population (15-49 years), Teso

District, 2001

Location Number Number of Estimated Number Size

of TBAs health facilities female of HHs location

identified population

(15-49 years) (Sq. Kms)

Amagoro 12 4a 936 1056 11.8
Okuleu 8 0 688 666 15.0
Kocholya 21 1b 941 903 15.5
Kokare 15 0 615 607 13.4
Kotur 17 0 1375 684 15.8
Aremit 24 0 1228 1312 18.4
Akoreet 12 1¢ 1050 1168 23.2
Total 111 6 6814 6396 123.1

Note:a= these are small-sized private clinics that offer antenatal care but no delivery care. b = ¢ District
Hospital and Dispensary that offer antenatal care but no delivery care. HHs stands for households.

Source: Field notes and FGD reports.

28

Antenatal care was available in all the five
health facilities. Four of the five health
facilities were offering delivery care as they
had the staff, equipment for normal delivery,
and in-patient beds. However, all the facilities
included in this study were not able to provide
most of the elements included in the basic
obstetric emergency care and comprehensive
obstetric emergency care. They did not have

the capacity to respond and manage obstetric
complications, as they did not have the
relevant staff, medical supplies and equipment.
Neither did they have effective emergency
referral systems as they lacked the capacity to
transfer women rapidly in the event of an
obstetric emergency. They did not have
reliable transport and or a means of
communication by which to summon help.
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This means that expectant women requiring
obstetric emergency care have to seek for the
care in the neighbouring districts. Lack of
access has been found to limit utilisation of
maternal health care in many societies [19, 36,
41, 42, 43, 44, 46). Similarly, poor quality of
care has been found in the literature to limit
utilisation of maternal health care [23, 36].

Assistance at delivery

In the preceding section, it was indicated the
majority of the expected mothers in the study
area delivered at home. Usually mothers who
deliver outside health facilities are more likely
to be attended to at delivery by non-medical or
health personnel. As expected the results
obtained indicate that most of the 1170
respondents gave birth without assistance of
trained medical personnel. Only 24 percent of
the respondents were assisted either by a
doctor or a nurse/midwife. The traditional
birth attendants (TBAs) attended to 45 percent
of the respondents. They were the largest
single provider of the delivery services.
Relatives were the second largest source of
assistance during delivery. They were then
followed by nurses/midwives. A doctor
delivered eight percent of the respondents.
About 12 per cent of the respondents delivered
on their own.

The results indicated that older women were
more likely to receive no assistance at delivery.
The young were as likely as the old to seek
assistance of the traditional birth attendants
during labour and delivery. The more educated
women and women resident in Amagoro
location were more likely to seek assistance of
a doctor or a nurse/midwife. TBAs were the
main providers of delivery services in Aremit,
Akoreet, Okuleu and Kokare locations.

Among the study population, the type of place
of delivery primarily determined the choice of
the type of assistance at delivery. Non-medical
personnel attended to mothers who delivered at
home whereas those who delivered in health
facilities were delivered by nurses or doctors.
The respondents gave the same reasons for
choice of type of place of delivery and type of
assistance at delivery.

Conclusion

The results reported in this paper indicate
that most respondents in the study area were
aware of the importance of antenatal care, the
majority seek ante care but late in their
pregnancy, and that most of the childbirths
took place at home mainly because of lack of
access, inability to meet user charges and
associated costs, the poor services offered at
the local health facility, and the availability
of cheap and more accessible alternative care
providers (the TBAs). Traditional birth
attendants and nurse midwives were the main
providers of antenatal care and delivery care.
The obstacles to utilisation of maternal
health care were manifold. The major
obstacles were lack of access, poverty,
exorbitant user charges and associated costs,
and poor services offered at the local health
facilities. Reducing or removing these
barriers would result in increased utilisation
of maternal health care in the study area.
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